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ABSTRACT
THE IMPACT OF A BRIEF GRATITUDE JOURNALING INTERVENTION ON
THIRD GRADE STUDENTS ATTENDING AN ORTHODOX JEWISH
ELEMENTARY SCHOOL IN NEW YORK
Tamar Gassner
Research in the field of positive psychology has focused on the beneficial effects
of gratitude on overall wellbeing. Recent studies have demonstrated that anxiety and
depressive disorders are increasingly common among youth in the United States. Further,
both anxiety and depression have been linked to other comorbid mental health conditions,
such as dysthymia, disruptive disorder, and substance abuse disorder. Moreover, anxiety
and depression are associated with negative social and academic outcomes. Considering
the prevalence of anxiety and depressive disorders among youth and the associated
comorbidities, it is vital to direct efforts towards prevention and early intervention. The
literature supports a positive relationship between gratitude and improved mental health
status, as well as improvements in academic performance. Still, a void exists in terms of
research on gratitude interventions among specific populations, including Modern
Orthodox Jewish youth. The present study seeks to investigate the impact of a brief
gratitude journaling intervention to assess changes in gratitude, mental health status, and
academic performance among third grade students attending a private Modern Orthodox
Jewish elementary school in Lawrence, New York. Study findings included no significant
change in gratitude within either group. Math and reading scores improved in both the
experimental and control group. There was no significant change in mental health status
within either group. Limitations impacting the findings included the brevity of the
intervention and young age of participants. The results point to a need for future studies

to explore interventions that occur over a longer period of time, as well as alternative
gratitude interventions that may be more impactful for younger children.
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Chapter 1
Introduction
Literature Review
According to the Diagnostic and Statistical Manual of Mental Disorders (5th ed.;
DSM-5; American Psychiatric Association, 2013), symptoms of depression include
depressed mood, loss of interest or pleasure, weight loss or weight gain, insomnia or
hypersomnia, psychomotor agitation or retardation, fatigue or loss of energy, feelings of
worthlessness or guilt, diminished ability to think or concentrate, indecisiveness, and
recurrent thoughts of death or suicide. Among children, irritable mood may also be
present. Anxiety is characterized by persistent and excessive worry about various
domains, as well as physical symptoms, such as restlessness or feeling keyed up or on
edge, being easily fatigued, difficulty concentrating or mind going blank, irritability,
muscle tension, and sleep disturbance (American Psychiatric Association, 2013). In
younger children, somatic symptoms (e.g., headaches, stomachaches, nausea, and
vomiting) may play a more dominant role in symptomology.
More than half of adults diagnosed with a mental health disorder report mixed
symptoms of anxiety and depression, and, among all adults diagnosed with a mental
health disorder, approximately 50% experienced the onset of symptoms prior to 14 years
of age (British Psychological Society, 2011; Dawson, 2018). Studies have demonstrated
that anxiety disorders are also among the most common mental health
disorders diagnosed in children and adolescents (Rockhill et al., 2010). In fact, an
estimated 7.1% of children aged 3-17 in the United States score in excess of the identified
clinical cut-offs for one or more anxiety disorders (Ghandour et al., 2019), and an
estimated 3.2% of children aged 3-17 are diagnosed with depressive disorders associated
with at least minimum impairment (Ghandour et al., 2019). This translates into more than
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5.5 million children aged 3-17 years experiencing either depression or anxiety, and the
prevalence of both disorders has been steadily increasing since 2003 (CDC, 2020).
Several longitudinal studies of community samples have found that children
diagnosed with anxiety or depressive disorders are also at an increased risk for additional
mental health disorders (CDC, 2020; Ghandour et al., 2019; McLaughlin & King, 2015).
Among children aged 3-17 years, nearly seventy-five percent (73.8%) diagnosed with
depression have a comorbid anxiety disorder, and nearly half (47.2%) have concomitant
behavior problems (CDC, 2020; Ghandour et al., 2019). Similarly, approximately one
third of children aged 3-17 years diagnosed with anxiety have comorbid diagnoses, most
commonly depression, dysthymia, disruptive disorder, or substance abuse disorder (CDC,
2013).
Research has consistently demonstrated the negative impact of anxiety and
depression during childhood on a broad range of psychosocial variables. For example,
anxiety disorders in youth have been linked to school refusal, as well as both social and
academic difficulties (Maynard et al., 2018), and depression has been associated with
personal distress, poor interpersonal relationships and reduced social functioning, having
fewer friends and a smaller support network, missed educational opportunities, increased
somatic symptoms, deteriorating or poor school performance, and increased risk for drug,
alcohol and nicotine use or abuse (Chun et al., 2016; Thapar et al., 2012). Both anxiety
and depression have been linked to an increased risk of suicide attempts and completed
suicides in children (Chun et al., 2016; Kendall et al., 2010; Wagner, 2009). Given the
prevalence of anxiety and depressive disorders among youth and the associated risks, it is
essential to direct efforts towards prevention and early intervention.

3
Factors impacting mental health among children
A multitude of factors have been found to be associated with children’s mental
health. Numerous risk factors have been identified in children as young as 7 years of age.
For instance, low socioeconomic status has been shown to negatively affect children’s
mental health (CDC, 2020; Guzman et al., 2011; Wille et al., 2008). Among children
living below 100% of the federal poverty level, more than 1 in 5 (22%) are diagnosed
with a mental, behavioral, or developmental disorder (Cree et al., 2018). In addition,
maternal education level has been associated with children’s mental health (CDC, 2020;
Guzman et al., 2011). Parenting style, parental depression, and family environment have
also been shown to impact the mental health of children (Cobham et al., 2016;
Pfefferbaum et al., 2014). Specifically, parental psychopathology or alcohol abuse,
hostile and anxious parenting styles, parent-child and/or family conflict, and low
perceived family connectedness have all been found to be associated with negative
mental health outcomes in children. Moreover, neonatal health problems in the first 4
weeks of life, family conflict, parent psychiatric symptoms, having a single parent or a
stepparent, parental strain, and physical and psychological health issues (as measured on
the 12-item Short Form Survey [SF-12]) have been identified as risk factors.
Additionally, child or parent physical illness, family breakdown, large family size and
overcrowding in the home, early parenthood, and experiences of violence or sexual
molestation have all been identified as environmental risk factors for mental illness in
children (Wille et al., 2008). Some biological risk factors include premature birth as well
as maternal smoking or drinking during pregnancy (Wille et al., 2008). School-related
stressors, such as a lack of teacher empathy and unsupportive teacher-student
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relationships, as well as a poor classroom or school climate, also increase the risk of
children developing mental health problems (Schulte-Körne, 2016). Furthermore, it was
found that low self-efficacy, worse family climate, and less social competence were
associated with an increased risk of externalizing disorders in children. At the same time,
low self-efficacy, worse family climate, and more severe parental mental health problems
were associated with an increased risk of internalizing disorders in children (Plass-Christl
et al., 2018). Regarding the likelihood of having a mental illness, children with no risk
factors were found to have a 13% chance of having a mental health disorder. Children
with 1 risk factor had a 16% chance of mental illness. Those with 2 risk factors had a
24% chance of having a mental health disorder. Those with 6 risk factors had a 55%
chance of mental illness, and those with >6 risk factors had a 67% chance of mental
illness.
Numerous personal, familial, and social protective factors for children’s mental
health have been identified as well. For instance, possessing higher levels of selfefficacy, self-concept, and optimism have been associated with positive mental health
outcomes (Wille et al., 2008). Moreover, positive and supportive parent-child
relationships, authoritative parenting styles, and good family climate/cohesion have been
found to be protective factors for children’s mental health (Wille et al., 2008). Positive
teacher relationships, peer competence, and social support from friends, sports clubs, and
religious institutions such as churches and synagogues have been identified as protective
factors as well (Wille et al., 2008). Regarding the impact of protective factors on mental
health, children with no protective resources had a 30% likelihood of mental illness.
Those with 1 resource had a 24% chance of having a mental health disorder. Children
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with 2 resources had a 22% chance of mental illness. Those with 3 resources had a 14%
chance of mental illness. The largest effect sizes were found for the protective factors of
self-concept and family climate. An examination of the interaction between risk and
protective factors revealed that children with no exposure to risks did not benefit from
protective factors. Those with high-risk exposure did not either benefit from protective
factors. Children with low-risk exposure benefited most from protective factors (Wille et
al., 2008). These findings point to a need for differential prevention and intervention
strategies.
Religious Beliefs and Mental Health
Overall, the evidence regarding a relationship between religiosity and depression is
equivocal. While some studies suggest that religion acts as a protective factor against
symptoms of anxiety and depression (Lamba & Ellison, 2012; McCullough & Larson,
1999; Smith et al., 2003; Pargament & Lomax, 2013), the research demonstrates a far
more complex relationship (Iyer & Zhang, 2019). Considerable evidence exists
suggesting that religion can be alternatively a significant resource for people in times of
distress as well as a source of struggle and strain in everyday life (Rosmarin et al., 2010).
One meta-analysis examining the relationship between religiosity and depression
(Smith et al., 2003) found that a positive association between religiosity and depression
was heightened in studies involving people who were undergoing stress due to recent life
events. Depressive symptoms might encourage some individuals to seek comfort in
religion, increasing their apparent religiosity (Idler et al., 2009). In contrast, other studies
suggest that religious involvement of individuals with high levels of depressive
symptoms may erode over time as a result of experiencing decreased pleasure from
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formerly pleasurable activities, including religious involvement. Additionally, since
depressive symptoms may include a lack of energy, individuals may find themselves
unable to engage in religious pursuits, causing them to appear less religious on measures
such as self-reported evaluations of religiosity or attendance at religious services (Smith
et al., 2003).
One can also consider that religion may merely exacerbate underlying mental
health issues, such as a worsening of depressive symptoms associated with guilt at having
transgressed religious prohibitions (Loue, 2010) or an increase in anxiety about adhering
to precise religious practices. Some recent research has focused on the correlation
between religion and scrupulosity, a subtype of obsessive-compulsive disorder (OCD),
suggesting that individuals with scrupulosity-related OCD symptoms experience
increased anxiety about their religious observance (Siev et al., 2011).
Contributing to the difficulty in understanding the relationship between religiosity
and mental health are varying definitions of religiosity. For example, in a review by Hill
and Pargament (2008), a negative association between level of religiosity and depressive
symptoms was strong when religiosity was measured in terms of private religiosity, such
as the strength with which people held particular religious beliefs, but not when measured
in terms of public religious involvement (Hill & Pargament, 2008). Smith et al. (2003)
found that extrinsic religious orientation (in which religion is used as a tool to serve selfseeking as opposed to spiritual ends) and negative religious coping (e.g., engaging in
counterproductive religious behaviors, blaming God for difficulties), were both
associated with higher levels of depressive symptoms, while intrinsic religious
orientation and positive religious coping were associated with fewer depressive
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symptoms and a quicker abatement of depressive episodes. Pargament and Lomax (2013)
similarly found extrinsic religious orientation to be predictive of mental illness. Krumrei
et al. (2013) found that trust in God and positive religious coping were associated with
fewer depressive symptoms, while mistrust in God and negative religious coping were
associated with an increase in depressive symptoms.
The Orthodox Jewish Community
Judaism is among the world’s oldest monotheistic religions. The fundamental belief in
one transcendent God as the source of creation is a central tenet of the faith (Corrigan et
al., 2016). One of the foundations of Judaism is to “love your neighbor as yourself”
(Leviticus 19:18), which requires of the Jew to be ethical, selfless, and other-centered.
Based on this notion, countless charitable and support organizations can be found in
Jewish communities around the globe (Plant & Weiss, 2015). Within the religion of
Judaism are several subgroups, one of which is Orthodox Judaism. Orthodox Jews
believe that God revealed fundamental teachings to humanity via Moshe [Moses], and
that these teachings were passed down and elaborated upon by generations of pious
scholars (Ethics of the Fathers, 1:1). In general, Orthodox Jews affirm and observe
certain laws and customs including an adherence to kashrus [dietary laws], Shabbos and
Yomim Tovim [Sabbath and festivals], the sanctity of marriage [strict monogamy], and
encouragement of regular prayer and religious study. Orthodox Judaism places great
value upon the Jewish home and family as the center of religious life (Loewenthal, 2006).
The chinuch [education] of children is strongly emphasized, and children are considered
great blessings. Orthodox families tend to be large, and it is not uncommon among the
Orthodox to have six to ten children per family (Schnitzer et al., 2011). In contrast, non-
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Orthodox Jewish families average fewer than two children per household (Holman &
Holman, 2002). Another significant feature of the Orthodox Jewish community is their
manner of dress. This commonly includes skull-caps [yarmulkes] for the men and an
adherence to the laws of tznius [modesty] for women (Silverman, 2013). While Orthodox
Judaism is a collective term for traditionalist branches of Judaism advocating a strict
observance of Jewish Law, Orthodox Judaism may be divided into two categories: The
Ultra-Orthodox and the Modern-Orthodox. The Ultra-Orthodox are more conservative,
while the Modern Orthodox are relatively more open to secular values. Orthodox Jewish
adults between the ages of 40-59 reported an average of 4.1 children as compared to 1.7
children for all Jews, and the majority (81%) of Orthodox Jews enroll children in a
Jewish religious day school or yeshiva, as compared to 11% of other Jews (Pew Research
Center, 2015). Given this information, it would seem important that interventions
addressing anxiety and depression among Orthodox Jewish children be administered
within a religious school setting, so as to increase the likelihood of reaching the vast
majority of this target population.
Perceptions of mental health. Historically, there has been a reluctance in the Orthodox
Jewish community to talk openly about mental illness, leaving individuals and families
alone in shame and secrecy (Selekman, 2012). This has been due in part to the perception
of mental illness as a sign of weakness or a character defect, rather than an illness on par
with physical illness. The stigma of mental illness within the Orthodox community raises
particular fears that such information, if not concealed, will damage marriage prospects
not only for the mentally ill person, but also for his/her siblings or even extended family
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members (Augenbaum, 2019; Pirutinsky et al., 2010; Popovsky, 2010; Rosen et al., 2008;
Selekman, 2012).
In general, Orthodox Jews do tend to be underserved when it comes to mental health
treatment (McEvoy et al., 2017; Paradis et al., 2006). In some cases, members of the
community may relate less to mental illness as a “medical” condition than a special
opportunity to receive “divine messages,” gain forgiveness, or seek improvement of
one’s soul (Selekman, 2012). Yet this, in itself, is also descriptive of an individual who
does not fit within the normative community, and thus is potentially stigmatizing. Baruch
et al. (2014), in an investigation of stigma toward depression and treatment preference
among 391 Orthodox and non-Orthodox Jews, found high depression stigma among
Orthodox Jews, indicated by elevated levels of secrecy, treatment-seeking stigma, and
family/marriage stigma. Bloch et al. (2018) noted that hesitance among the Orthodox
Jewish population to seek out mental health services derives from communal
stigmatization of mental illness, as well as fear of the secularizing influence of
psychotherapy, or the belief that religion and psychology are in conflict with one another
(Feinberg & Feinberg, 1985; Schnall et al., 2014). Orthodox patients might anticipate that
practitioners will fail to understand their worldview (Popovsky, 2010; Rube & Kibel,
2004). Thus, Jewish individuals might choose to consult a rabbi instead of a mental
health professional (Weiss, 2000), or, if it comes to it, seek out a mental health referral
from their rabbi (Popovsky, 2010; Silverman, 2014). Silverman (2014) found that among
Orthodox Jewish English-speaking immigrants in Jerusalem, individuals who became
religiously observant but were not raised observant were more likely to utilize mental
health services that those raised observant. This is likely due to the fact that those not
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raised religiously observant were exposed to less of the stigma in the religious
community and thus did not internalize that stigma.
Being that there is a strong family-centric value system operating within the
Orthodox community (Margolese, 1998; Loewenthal & Brooke-Rogers, 2004; Schnall,
2006), it makes sense that stigma regarding mental illness would extend to perceived
consequences on family functioning, stability, and children. Given these unique cultural
factors, it is understandable why the Orthodox Jew might be more concerned about
confidentiality than the typical secular patient. Additionally, several authors have
described the desire of Orthodox Jewish individuals to view themselves as the ‘perfect
Jew’ (Loewenthal, 1998; Goshen-Gottstein, 1994). It can therefore be difficult to admit to
deviations from this ideal and seek out mental health treatment. Unfortunately, within the
Orthodox Jewish community, help is often only sought in extreme cases due to the
aforementioned factors.
One effective strategy used by practitioners to increase patients’ comfort is that of
utilizing a patient’s frame of reference to create familiarity with the therapeutic process
(Bloch et al., 2018). In an examination of attitudes towards mental health treatment
among Jewish university students, Levkovich (2020) found that overall, greater perceived
social support, previous treatment, having a family member or friend with a mental
illness, and the study of a mental health-related area were associated with more positive
attitudes toward treatment. These findings were overall consistent with the research
focusing on general attitudes towards mental health treatment (Alexander & Link, 2003;
Angermeyer & Dietrich, 2006; Mackenzie et al., 2006; Mojtabai, 2007; Vogel et al.,
2005).
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In present-day Orthodox and Modern Orthodox Jewish culture, mental health
issues are more openly acknowledged and there appear to be increased efforts to foster
more candid discussions about mental illness within the community (Flasch & Fulton,
2019; Loewenthal, 2006). A number of newer Jewish organizations focus exclusively on
mental health issues within the Orthodox community, including Refuat Hanefesh, which
seeks to destigmatize mental illness among the Orthodox, Chazkeinu, which offers
supportive phone meetings for women struggling with mental illness, Refa’enu, which
runs educational programs in Jewish schools and support groups, and Elijah’s Journey, a
national Jewish nonprofit organization focusing on suicide prevention. In addition, in
some larger Orthodox communities, primarily located in metropolitan areas, Orthodox
Jews have begun establishing formal referral organizations within the Orthodox
community (e.g., “Relief Resources”) that “pre-approve” therapists who are drawn from
within the community, or therapists from outside the community who have demonstrated
an understanding of and respect for the values of the community. Furthermore, virtually
every local Jewish federation in North America has a Jewish Family Services agency that
provides counseling and other assistance to families and individuals suffering with
mental health issues, including those in the Orthodox community (Flasch & Fulton, 2019;
“Judaism and Mental Illness”, n.d.). While not a primary focus, more recently, attention
has begun to shift toward prevention and early intervention (Loewenthal, 2006).
Margolese (1998), in his review of the literature on engaging in psychotherapy
with Orthodox Jewish patients, found several themes. The establishment and maintenance
of a therapeutic working alliance with an Orthodox Jew requires a therapist to flexibly
work within the patient’s unique religious framework. It is vital that the therapist not
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directly challenge the patient’s beliefs unless it is certain that they are outside the realm
of Jewish law, and even then, it may be beneficial to do so with rabbinic consultation. It
is also helpful for therapists working with Orthodox Jews of the opposite sex to be aware
of the laws of modesty followed by Orthodox Jews. In general, it is beneficial for
therapists to educate themselves about specific practices of Orthodox Jews prior to
treating them. Overall, Margolese (1998) stresses the importance of patience and
flexibility in working with Orthodox Jews. Similarly, McEvoy et al. (2017) found that
among Ultra-Orthodox individuals living in an Orthodox Jewish community in England,
there were almost no attempts to access mental health care. There was much stigma
surrounding mental illness, and many individuals reported worry that people within the
community would find out about their mental health issues. Additionally, the doctors
within the community were reluctant to refer their patients for mental health services,
only referring the most severely mental ill, so as to avoid labeling people as having
mental illnesses as much as possible. The researchers found that self-improvement was a
common idea that was encouraged within the community. Thus, if therapy was presented
as an opportunity for self-improvement, individuals may be more likely to come. Overall,
Orthodox individuals expressed concern that practitioners from outside of their religion
would fail to understand their lifestyle, as well as concerns about their confidentiality
being breached if they used a practitioner from within their community.
Treatment of mental disorders. Judaism places a strong emphasis on
preservation of life, loving others, protection against self-harm, and a physician’s duty to
heal (Kinzbrunner, 2004). Historically however, many classical rabbinic sources are
ambivalent towards doctors and medicine (Preuss, 1978). Nevertheless, much is written
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about medical issues in the Talmud and throughout Jewish literature (Rashi, Exodus
21:18-19), and rabbinic leaders commonly referred those suffering to medical
practitioners. Moreover, the long tradition of great physicians throughout Jewish history,
who were also great rabbis (the most famous being Rabbi Moshe ben Maimon –
Maimonides), would appear to affirm Judaism’s positive attitude towards medicine and
physicians. Ultimately, this tension between faith in Divine healing versus seeking the
help of a physician was resolved by various Talmudic statements such as “doctors are
messengers of God” or “instruments of God” (Bilu & Witztum, 1993). The idea of
seeking treatment for one’s challenges is hinted at in the Talmud which states that “a
person cannot heal himself, because a prisoner cannot free himself from prison”
(Babylonian Talmud Berachos 56). In fact, Maimonides urged those suffering from
mental illness to utilize the services of a “physician of the mind” (Code 1:2). Because
religion and spirituality can play a critical role in healing, people experiencing mental
health concerns often turn first to a faith leader (American Psychiatric Association, 2016;
American Psychological Association, 2013; U.S. Department of Health & Human
Services, 2019).
Thus, Orthodox Jews may initially turn to their rabbi when faced with mental
health challenges, and rabbis, regardless of their level of formal psychological training,
may serve in the role of “first responders” (American Psychiatric Association, 2016). In
this capacity, rabbis can facilitate access to treatment for those in need, reduce stigma
associated with mental illness and treatment, and dispel misunderstandings, for example,
when religiously observant individuals believe that their symptoms are a “punishment
from G-d”, that they should “depend on God” for healing, or when they perceive

14
receiving psychological services as a “lack of faith” (Greenberg & Witztum, 2001). For
those whose religious orientation may be a source of resistance to treatment, a faith
leader, such as a rabbi, can affirm, for example, that “God has given us the ability to
develop medicines that are helpful in keeping us well” (American Psychiatric
Association, 2016).
Spiritual leaders of minority or ethnic groups with strong religious traditions are
commonly regarded as interpreters of the secular world and its institutions (Slanger,
1996). Thus, the attitudes of these leaders toward therapy and the field of mental health
will significantly influence prospective patients’ opinions of therapy and its practitioners.
After consulting with a rabbi, those experiencing mental health challenges might pursue
treatment with a religious or secular mental health professional who has been “approved”
by the rabbi, often of the same gender as the individual seeking treatment (McEvoy et al.,
2017). Rabbi Moshe Feinstein, a prominent 20th century authority on Jewish law, ruled
that under certain circumstances, religious guidelines allow for obtaining mental health
care from practitioners outside the community (Wikler, 1989). However, it is apparent
that for the Ultra-Orthodox individual, seeking psychotherapeutic services is often
considered a last resort.
Once the decision is made to engage in therapy, Orthodox Jewish patients may
come with several cultural preconceptions. The closest experience to therapy they may
have experienced would be their relationship with their Rabbi, a dynamic typically
characterized as providing a teshuva [response] to a posed shaila [question]. This sort of
exchange differs significantly from the self-exploration often evident in therapy and may
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confuse or disappoint a patient who has different expectations (Greenberg, 1991).
Psychoeducation about the goals and processes of therapy might help prevent such
unnecessary confusion and disappointment (Augenbaum, 2019).
Unfortunately, there may be some religious leaders who discourage community
members from seeking outside help, especially in more isolated communities, where fear
of interacting with non-religious professionals (Jewish or non-Jewish) who may be
ignorant or worse, perceived as dismissive of traditional Jewish values, might appear to
pose a threat to the stability of the community and the upholding of traditional standards.
In fact, there are some in the Jewish community who believe that secular psychology, and
specifically psychoanalysis, should be entirely discredited and replaced with
psychotherapeutic concepts and practices that are more in line with Jewish religious
values. For instance, Amsel (1970) writes, “The implications of this conflict for the
individual is the destructive influence psychology has exerted on our entire society.”
Some Jewish authorities may view psychoanalysis as excusing or even encouraging
immoral behavior by attributing it to unconscious and uncontrollable desires.
Furthermore, the deterministic concept of man in both psychoanalytic and behavioral
theories is antithetical to the concepts of free will and accountability, which are
fundamental in religious Judaic thought (Bulka, 1983; Schimmel, 1997). Therefore, some
rabbinic authorities might worry that sending individuals to therapy may cause them to
abandon their religion (Bulka, 1983).
Unfortunately, research conducted to date on the manner in which Orthodox Jews
pursue treatment for mental health challenges has focused primarily on adults. Thus,

16
there is a clear need to investigate how children from the Orthodox community manage
symptoms of anxiety and depression, and how their families, teachers, and religious
community members help or hinder their ability to address these issues.
Private religious education. In recent years, private Orthodox Jewish schools
have begun to hire mental health professionals as part of their staff, as well as offer health
and wellness programs, counseling services, and mental health resources (Frabutt, et al.,
2011; Eisen, 2018). These professionals include social workers, mental health counselors,
and/or licensed psychologists, whose roles typically encompass both assessment and
counseling. However, significant mental health issues that students may struggle with are
not routinely addressed in school settings. Instead, if identified - which is not always the
case - these students are referred for individual treatment with a therapist outside of the
school setting (Frabutt et al., 2011).
Considering the data on the prevalence of anxiety and depression in children, and
the large percentage of Orthodox children enrolled in religious schools, within-school
universal prevention programs that align with religious principles and spirituality may
present a unique opportunity to address mental health concerns among youth within the
Orthodox community. One possible avenue for this type of programming can be found
within the positive psychology movement, the latter having contributed a significant
amount of research to the profession regarding gratitude-focused interventions that
increase well-being in children and adults. The following section summarizes these
findings and how they will be utilized in the present study.
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Positive Psychology and Gratitude
The sub-field of positive psychology focuses on strengths that enable individuals
and communities to thrive. It is founded on the belief that individuals want to lead
meaningful and fulfilling lives, to cultivate strengths, and to enhance life experiences,
and emphasizes well-being, contentment, and satisfaction, optimism, flow, and happiness
(Seligman & Csikszentmihalyi, 2000). The principles of positive psychology have been
demonstrated to align well with elements of religious and spiritual life (Joseph et al.,
2006). This would appear to be true of Judaism, a religion that places a significant
emphasis on living a life of meaning, developing positive traits and attributes, and
promoting hope, faith, and optimism (Wertheimer, 2005).
Gratitude. Emerging from the field of positive psychology is an expanding body
of research focused on the psychological health benefits of gratitude (Wood et al., 2010).
Gratitude is an emotion preceded by the perception that one has benefitted from the
efforts of another (Emmons & Mishra, 2011). Individuals can feel gratitude towards
others – hence gratitude’s reputation as an “other-oriented” emotion; or towards God,
fate, nature, etc. (Allen, 2018). Gratitude can be further categorized into three types:
gratitude as an “affective trait” or overall disposition, gratitude as a mood which can
fluctuate daily, and gratitude as an emotion or a more temporary feeling in response to
receiving a gift or favor from another (Allen, 2018). Gratitude may generate a desire to
repay a benefactor, thereby reinforcing the benefactor’s generosity, and/or motivate the
beneficiary to further extend generosity to others (McCullough et al., 2008). Gratitude, as
a positive and prosocial emotion enabling the continuity of both offering and receiving
help, is fundamental to the survival of humanity (McCullough et al., 2008).
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Gratitude may be distinguished from the related emotion of happiness. While both
are positive emotions, happiness generally stimulates helping in situations where it is not
costly to the helper, whereas gratitude promotes prosocial behavior even when it is costly
(McCullough et al., 2008). Bartlett and DeSteno (2006) found that participants in an
experimentally induced state of gratitude voluntarily spent more time completing an
uninteresting survey as a favor to their benefactor than did participants in a happy
emotional state. Moreover, while engaging in prosocial behavior in response to gratitude
is associated with feelings of contentment and well-being, engaging in these behaviors
out of a sense of indebtedness and obligation, even in a happy state of mind, are often
associated with negative and uncomfortable feelings (McCullough et al., 2001).
Some variability exists in the relationship between gratitude and positive
outcomes such as improved mental health, life satisfaction, and positive affect, and
decreased symptoms of mental illness and negative affect. One longitudinal study found a
small but significant relationship between gratitude and a sense of purpose, suggesting
that gratitude may play a role in developing purpose (Malin et al., 2017). McCullough et
al. (2002) found that among participants aged 11-13, those scoring higher on the
Gratitude Adjective Checklist (GAC) reported greater positive affect, optimism, social
support, and satisfaction with school, family, community, friends, and self, compared to
students scoring lower on the GAC. Zhen et al. (2019) found that gratitude in children
aged 8-13 was positively correlated with academic engagement, which in turn predicted
academic success. However, some studies have suggested that booster sessions may be
necessary to achieve long term sustainable benefits (Davis et al., 2016).
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Shoshani and Steinmetz (2014) studied the effects of a one-year gratitude schoolbased intervention on the mental health and well-being of a sample of 537 seventh to
ninth graders matched to a control group of 501 students in a demographically similar
wait-list control school. All children were attending Jewish schools in Israel, with 4% of
participants identifying as Orthodox1, 21% as traditional, and 75% as secular. The
gratitude intervention, a biweekly gratitude list and letter writing program, was
administered by educational staff trained in positive psychology. Results from the study
supported a relationship between gratitude and improved mental health, with significant
decreases in symptoms of distress, anxiety, and depression occurring among participants
in the experimental gratitude group as compared to increasing symptoms among
participants in the wait-list control group. While the results of the study by Shoshani and
Steinmetz (2014) appear to indicate a strong positive relationship between gratitude and
mental health and well-being, the study contains a strong potential confounding factor
based on the Hawthorne effect. Specifically, in the study, it is not clear whether it was the
actual intervention or the fact that the intervention group received something (i.e., extra
attention) that was responsible for the change in mental health status. If the control school
had implemented some other non-gratitude intervention (as was done in the present
study), the Hawthorne effect could be ruled out. In the Shoshani and Steinmetz (2014)
study, however, it remains a viable explanation. Another limitation in the study by
Shoshani and Steinmetz (2014) is the method they utilized to select schools. Their
method was not a random selection, but rather was specific to a geographical area and to
principals who were interested in the subject. That may reflect a number of differences in

1

Note that Ultra-Orthodox schools were excluded from this study.
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both the school environment (very supportive of good mental health) or in the student
body (perhaps, having a lot of mental health issues initially as a motivator for the study).
Kwok et al. (2016) researched the effects of a positive psychology intervention
focusing on hope and gratitude among students aged nine to eleven in Hong Kong.
Following the intervention, participants in the experimental group demonstrated
significant increases in life satisfaction and decreases in depression as compared to those
in the control group. In another study, Froh et al. (2008) examined the effects of a
“counting blessings” intervention on 221 sixth and seventh grade students, who were
randomly assigned to either a gratitude condition, hassles condition, or control condition
for a period of two weeks. Students in the gratitude condition were asked to list up to five
things they were grateful for each day, while participants in the hassles condition were
instructed to recall up to five hassles that annoyed or bothered them in the previous day.
Control group participants received no intervention. Counting blessings, in comparison
with focusing on hassles or no intervention, was associated with increased gratitude,
optimism, and life satisfaction, and decreased negative affect. Similarly, Emmons and
McCullough (2003) found that participants who wrote about their blessings weekly for 10
weeks reported feeling more optimistic about the following week. A second trial found
that those who counted their blessings daily for 14 days reported higher levels of positive
affect and were more likely to report helping another. Other studies using variations of
the “counting blessings” intervention have found that counting blessings increased
people’s life satisfaction and self-esteem (Rash et al., 2011); mitigated symptoms of
depression, and increased positive affect, though only in participants who started off with
a high level of depressive symptoms (Harbaugh & Vasey, 2014). Another study that
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instructed 7- to 11-year-old students to “write down 2 or 3 things that you are thankful
and grateful for today at school” found that these students reported experiencing more
gratitude and felt a greater sense of belonging in their school than students assigned to
write about neutral topics (Diebel et al., 2016). Another study found that 8- to 19-yearold students who wrote a gratitude letter and read it to the person to whom they were
grateful reported more gratitude and positive affect following the intervention and more
positive affect at a two-month follow up than students assigned to journal about their day.
Yet, these positive outcomes were only found in students who had low positive affect at
the start of the study (Froh et al., 2009). Lo et al. (2017) found that gratitude had a
significant moderating effect on suicidal ideation, suggesting the importance of including
elements of gratitude in preventive and clinical interventions.
However, not all studies have yielded such positive results from gratitude
journaling. A relatively small study by Sheldon and Lyubomirsky (2006) compared the
effectiveness of counting blessings with an intervention that asked participants to
visualize their best possible selves, along with a control activity in which participants
wrote about details of their day. The researchers found that the completion of any of the
activities (including the control activity) immediately decreased negative affect in the
participants, but only the “best possible selves” visualization immediately increased
positive affect (Sheldon & Lyubomirsky, 2006). The researchers suggest that the
participants may have found the gratitude activity to be more demanding and less
enjoyable than visualizing their future. Another study found that students who counted
blessings once a week experienced greater improvements in well-being than those who
counted blessings three times a week (Lyubomirsky et al., 2005). In fact, those who
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counted blessings three times a week actually reported a decrease in their well-being (as
did those in the no-intervention control group). It seems plausible to suggest that counting
blessings less frequently may make for a more meaningful activity that is sustainable
over the long-term. As suggested by Lyubomirsky et al. (2005), perhaps individuals
become numb to the novelty and benefits of counting blessings if it is done on a more
frequent basis.
In a study by Toepfer et al. (2012), participants who were asked to write a
gratitude letter once a week for three weeks reported higher levels of happiness and life
satisfaction, as well as fewer symptoms of depression, at the conclusion of the
intervention. Another study, led by Seligman et al. (2005), found that participants who
wrote a letter of gratitude and read it in person to their benefactor reported higher levels
of happiness and fewer symptoms of depression one month later. However, it is
important to note that the subjects in this study were recruited from Seligman’s website,
and were informed that they were participating in a study intended to enhance well-being.
This process of recruitment may have led to self-selection effects, which might explain
why the results reported in this study were stronger than those from other studies. In
another study, Froh et al. (2014) examined the effects of an intervention that trained
fourth and fifth grade students in social-cognitive perceptions designed to elicit gratitude
(i.e., benefit appraisals). Participants in the treatment condition participated in classroom
discussions, writing assignments, and role-playing activities directed toward
understanding a benefactor's positive intention, the cost experienced by benefactors when
providing a benefit, and the benefits of receiving a gift bestowed by a benefactor.
Students in the control group received similarly structured lessons focused on
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emotionally neutral topics, such as the students’ daily activities. The results indicated that
children who were taught to be aware of social cognitive appraisals when receiving help
were more grateful than those in the control group, as assessed by the three emotion items
of the Gratitude Adjective Checklist (GAC; McCullough et al., 2002). Those in the
experimental condition also experienced benefits to their well-being in terms of increased
general positive affect, as measured by the Positive and Negative Affect Scale for
Children (PANAS-C; Laurent et al., 1999). Similarly, 11- to 14-year-old students
attending two schools in North India who received benefit appraisal lessons for five
weeks reported higher levels of well-being, positive affect, life satisfaction, and gratitude
than did students in a control group (Khanna & Singh, 2016). However, Layous and
Lyubomirsky (2014) suggest that the benefit appraisal curriculum would likely be less
effective with younger children who lack a developed theory of mind and thus would
have difficulty appraising the benefactor’s intentions and emotions.
Freitas et al. (2011) studied the effects of expressing gratitude in children and
adolescents. Four hundred and thirty children, aged 7 to 14 years old, were asked: “What
is your greatest wish?” and “What would you do for the person who granted you this
wish?” The participants’ responses to the second question were coded into four types of
gratitude: verbal, concrete, connective and finalistic. Verbal gratitude, i.e. saying “thank
you”, might simply reflect what the child has been taught to say, without necessarily
including the feeling of gratefulness. Concrete gratitude denotes a type of gratefulness
where children repay their benefactor with something that they themselves consider to be
valuable, but not necessarily something of actual value to the benefactor, reflecting the
egocentric nature of this type of gratitude. Connective gratitude describes the creation of
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a relationship with the benefactor, either by repaying with something of value to the
benefactor or by expressing specific feelings, such as honoring the benefactor or
considering him or her a great friend. The fourth type of gratitude, finalistic gratitude, is
characterized by a child repaying a favor with an action that promotes the child’s own
personal development. The researchers found a decline in the frequency of concrete
gratitude and an increase in connective gratitude as the age of respondents increased.
Similarly, Tudge et al. (2015) examined the development of gratitude in youth, relating
their gratitude to their wishes. The researchers asked 358 7- to 14-year-old North
American participants to write their greatest wish and what they would do for their
benefactor. The researchers found that younger participants (aged 7 to 10) were
significantly more likely to express hedonistic wishes (desire for immediate gain) and
concrete gratitude (not taking the benefactor’s wishes into account), while older youth
(aged 11 to 14) were significantly more likely to wish either for something involving
future well-being for themselves or the well-being of others and connective gratitude
(taking into account the benefactor’s wishes). Within both age groups, there was a
significant inverse relation between hedonistic wishes and connective gratitude. Chopik
et al. (2019) found that the experience of gratitude was greatest in older adults and lowest
in middle aged and younger adults. They also found that associations between gratitude
and well-being remained relatively constant across the lifespan.
The optimal time to foster gratitude in children appears to be between the ages of
seven and ten, as the experience of gratitude is thought to mature during that period (Froh
& Bono, 2011). Research indicates that children are able to understand, experience, and
express gratitude (Freitas et al., 2009a, 2009b; Gordon et al., 2004; Paludo, 2008).

25
Therefore, it would seem fitting to begin cultivating gratitude in childhood. Wang at al.
(2015) took a developmental perspective in examining changes with age in types of
wishes and gratitude. The researchers found that the expression of connective gratitude,
which is considered the most sophisticated form of gratitude and theorized to promote
personal well-being and social relationships, increased with age in American and Chinese
children. Moreover, an inverse relationship between hedonistic wishes and connective
gratitude was found in the U.S. sample, indicating the importance of encouraging and
facilitating the development of connective gratitude in children as a possible means to
reducing materialism in our youth. Merçon-Vargas et al. (2018) suggest that more
attention be paid to within-culture variation in gratitude (particularly related to
socioeconomic but also ethnic, regional, political, or religious factors).
It is important to note the research on children’s cognitive and social-emotional
development throughout the lifespan. Moral development refers to the process through
which children develop the standards of right and wrong within their society. Gratitude is
considered to be a moral virtue. Piaget (1965/1977) conceptualized gratitude as a feeling
that emerges between a beneficiary and a benefactor when the former values both the
favor received as well as the benefactor him- or herself. Because gratitude develops
throughout childhood (Piaget, 1954), it would be expected that children of different ages
understand gratitude with different degrees of complexity. Piaget (1932) conceptualizes
moral development as a constructivist process, whereby the interaction of action and
thought builds moral concepts. Piaget was mostly interested not in what children do (i.e.,
in whether they break rules or not) but in what they think, or in their moral reasoning.
Piaget studied three main aspects of children’s understanding of moral issues, namely,
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children’s understanding of rules, moral responsibility, and justice. Piaget found that
children’s notions regarding rules, moral judgements and punishment changed as they got
older. He suggested two main types of moral thinking: heteronomous morality (moral
realism), where morality is imposed from the outside, which is present from about ages 59, and autonomous morality (moral relativism), where morality becomes based on one’s
own rules, and children recognize that there is no absolute right or wrong. This second
stage of autonomous morality develops at around age 9 or 10. This development involves
a decentration of the self, allowing children to coordinate different points of view and to
engage in more reciprocal relationships. Thus, gratitude involves cognitively complex
abilities and degrees of moral understanding that develop over the course of childhood
and adolescence (Do Vale, 2012; Freitas et al., 2012; Nelson et al., 2013). Time,
experience, and encouragement are necessary for gratitude to fully develop, with less
complex forms of gratitude being present during this process of development
(Baumgarten-Tramer, 1938; Freitas et al., 2011; Tudge et al., 2015; Wang et al., 2015).
Kohlberg (1958) sought to further develop the ideas of Piaget’s (1932) theory of
moral development. Kohlberg's theory proposes that there are three levels of moral
development, with each level divided into two stages. Kohlberg suggested that people
move through these stages in a predetermined order, and that moral understanding is
linked to cognitive development. The three levels of moral reasoning include preconventional, conventional, and post-conventional. By using children's responses to a
series of moral dilemmas, Kohlberg established that the reasoning behind the decision
was a greater indication of moral development than the actual answer. According to
Kohlberg, at the pre-conventional level children don’t have a personal code of morality.
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Instead, moral decisions are shaped by the standards of adults and the consequences of
following or breaking their rules. Thus, in this stage, children often make moral decisions
based on the consequences of actions. Conventional morality, the second stage of moral
development, is characterized by an acceptance of social rules concerning right and
wrong. At the conventional level, we begin to internalize the moral standards of adult role
models. It is in this stage that gratitude is experienced and expressed. Post-conventional
morality, the third stage of moral development, is characterized by an individuals’
understanding of universal ethical principles. According to Kohlberg, only 10-15% are
capable of the kind of abstract thinking necessary for post-conventional morality.
Li (2016) outlined a mechanism of parental moral education for gratitude
development in children in China. The researcher claims the mechanism to be aligned
with fundamental psychological and sociological theories, including Piaget's theory of
moral development and Kohlberg's moral stages theory. Interestingly, neither Piaget nor
Kohlberg claimed that moral understanding or thinking naturally leads to moral acting.
Although Kohlberg (1976) considered moral reasoning to be a prerequisite for the next
moral stage in his theory, there is not necessarily a direct connection between moral
reasoning and moral actions, particularly when it comes to such factors as costs
(Bee, 1994; Li, 2014a). Gratitude, as a moral virtue, is more of an act of returning
kindness received than merely a thought (Bee, 1994; Li, 2014a), and can be costly in such
situations as filial piety. It has been found that household chores can act as a vital means
for the development of moral character in a child (Kohlberg, 1984; Piaget, 1965).
Research indicates that housework can help children’s moral development of justice,
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which in turn leads to the cultivation of gratitude for their parents' sacrifices for their
benefit.
Nelson et al. (2013) notes that while most research on gratitude in youth has
included children 7 years of age and older, and some have suggested it emerges only after
this age (Froh et al., 2011), there are studies indicating that children as young as 4 have
some understanding of the concept of gratitude. Other research has stated that 5 is the
earliest age at which children can understand and respond to stories about gratitude
(Castro et al., 2011; Freitas et al., 2009a). Some researchers have studied children’s
verbal responses as an early indicator of children’s understanding of gratitude.
Baumgarten-Tramer (1938) found that verbal gratitude (saying “thank you”) was a
common response at all ages, including at age 7, the youngest aged children studied.
Other studies have found that spontaneous thanking increases with age (Becker &
Smenner, 1986; Gleason & Weintraub, 1976). However, it is important to note the
distinction between behaving politely and experiencing genuine feelings of gratitude.
Nelson et al. (2013) found in their study that at age 5, almost all of the children appeared
to have some understanding of what it means to be grateful and some had a relatively
complete understanding.
Because gratitude includes positive emotions linked to a specific event (a benefit
received), one skill thought to be involved in understanding gratitude is an ability to
recognize emotions and connect them appropriately to social situations. In order to feel
grateful, an individual must recognize that another person (the benefactor) has identified
and acted to fulfill one’s own need or desire (Froh et al., 2010; McConnell, 1993). The
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wish to return the favor stems from the recognition that the benefactor acted with the
intent to satisfy a need or desire of the beneficiary (Bonnie & de Waal, 2004; Freitas et
al., 2009a). Thus, there is an assumed connection between children’s mental state
knowledge and their understanding of gratitude. The acquisition of an understanding of
mental states has been studied mainly through tasks labelled “theory of mind”.
Allen (2018) discusses potential mechanisms for how gratitude supports
happiness and psychological well-being. One proposed explanation is that gratitude
counteracts hedonic adaptation, or the phenomenon where people acclimate to positive
developments in their lives and thus do not enjoy them as much, by encouraging people
to deliberately focus on what is good in their lives rather than take them for granted.
Another possibility is that gratitude, like other positive emotions, can broaden a person’s
array of thoughts and actions, and can build a person’s psychological and social resources
on which they can rely in difficult times (Fredrickson, 2004). Research has in fact found
positive associations between trait gratitude and a number of positive strategies for
coping with challenges, including seeking support, reinterpreting situations through a
positive lens, and engaging in problem-solving. Moreover, negative associations have
been found between gratitude and maladaptive coping strategies such as substance use,
denial, and self-blame (Wood et al., 2007). When people experience gratitude, they
reframe negative experiences in a more positive light and experience more positive
emotion, both of which reduce the pain of negative emotions (Lambert et al., 2012).
Another study found evidence that trait gratitude may have positive effects on well-being
partially via its ability to increase self-esteem (Lin, 2015). When a person feels grateful
they often view themselves as benefiting from another person’s generosity, leading them
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to feel valued. This increases self-esteem, which in turn leads to higher levels of
psychological well-being.
In looking to determine the efficacy of gratitude interventions specifically with
youth, a meta-analysis of studies concluded, “On the whole, gratitude exercises for
promoting youths’ subjective well-being and decreasing subjective distress are generally
ineffective, although isolated studies have deemed them effective for select outcomes”
(Renshaw & Olinger Steeves, 2016). A 2015 meta-analysis of 26 studies of various
gratitude interventions (Davis et al., 2015) found that individuals who participated in
gratitude interventions showed greater psychological well-being, but not gratitude, than
those in control groups who did not complete an intervention. Additionally, those who
completed gratitude interventions showed greater improvements in psychological wellbeing and gratitude, but not reduced levels of anxiety, when compared with people in
control groups who completed non-gratitude activities. The study also found that
gratitude interventions generally performed about as well as other psychologically active
interventions, such as acts of kindness. The meta-analysis suggests that gratitude
interventions may actually work primarily through the placebo effect. A more recent
meta-analysis study that analyzed the results of 38 gratitude studies concluded that
“gratitude interventions can have positive benefits for people in terms of their well-being,
happiness, life satisfaction, grateful mood, grateful disposition, and positive affect, and
they can result in decreases in depressive symptoms” (Dickens, 2017). However, it also
notes that the findings regarding negative affect and stress were mixed, and there were
not significant findings around improvements in physical health, sleep, prosocial
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behavior, or self-esteem. Additionally, gratitude interventions were rarely more effective
than other kinds of positive interventions.
In the educational context, researchers caution that many of the gratitude
interventions utilized lack sufficient concern for the complexities of gratitude and the
many variables that could impact the ways in which students experience gratitude
(Morgan et al., 2015). They also suggest that it might not benefit students to convey that
gratitude is absolutely positive and worthy of cultivating without bringing to their
attention that there are situations where gratitude may not be an appropriate response.
Morgan et al. (2015) propose that future gratitude interventions for children should
incorporate more reflection and analysis, including of benefactors’ often mixed motives.
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Chapter 2
Statement of the Problem
As depression and anxiety disorders are among the most common childhood
mental health disorders (Mills & Baker, 2016), they are essential targets for prevention
and early intervention. Additionally, targeting depression and anxiety disorders is vital
due to their early onset, broad-reaching health consequences, negative impact on
academic and social functioning, comorbidity with other mental health disorders, and
persistence into adulthood (Dawson, 2018; Kendall et al., 2010; Maynard et al., 2018;
McLaughlin & King, 2015; Thapar et al., 2012; Wagner, 2009).
Overall, the relationship between religious factors and mental health is equivocal,
with some studies suggesting that religion is protective against symptoms of anxiety and
depression, and others suggesting the opposite. Regardless, minimal research has been
conducted examining mental health interventions among religious youth who may be at
equal risk to their secular counterparts, but at greater risk of not receiving psychological
services (American Psychiatric Association, 2016). Among Jewish Orthodox youth,
school-based mental health interventions that are scientifically supported, yet respectful
of community values and with Orthodox Jewish theology, may serve as an ideal means
for providing prevention and early intervention services for youth. In this regard, Jewish
schools may prefer to implement brief positive psychology-based interventions over other
more psychologically framed interventions, since gratitude and other themes within
positive psychology align well with Jewish theology.
In general, in private schools, it is preferable to implement brief interventions
because, unlike public schools benefitting from ongoing government funding, private
schools rely upon more precarious funding in the form of tuition, grants from charitable
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organizations, and in the case of religious schools, contributions from other communitybased religious organizations (FindLaw, 2016). Thus, private Jewish schools might opt to
implement a brief, cost-effective, gratitude journaling intervention that could be easily
implemented under the direction of school staff. In this way, students attending private
Jewish schools could benefit from psychological interventions that are aligned with
community values and within the financial means of their schools.
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Chapter 3
Purpose & Hypotheses
The goal of the present study was to evaluate the feasibility and effectiveness of a
brief, cost-effective, culturally sensitive gratitude intervention for Jewish Modern
Orthodox elementary school children. More specifically, the present study aimed to
investigate the impact of a brief gratitude (“counting blessings”) journaling intervention
on mental health, as well as academic achievement, among third grade students attending
a private Modern Orthodox Jewish elementary school in Lawrence, New York. The
control group consisted of third grade students who engaged in parallel brief journaling
activities unrelated to gratitude. Mental health status and academic achievement were
assessed before and after the intervention period for all participants. Expected changes, to
include improvements in measures of mental health, as well as math and reading
performance, would directly benefit students, families and teachers. In addition, if
successful, school psychologists working with Orthodox Jewish students would be able to
manage student care with fewer outside referrals to expensive off-site intervention
services.
Hypotheses:
Hypothesis 1: Students participating in a brief journal-based gratitude intervention will
experience a significant increase in gratitude as compared to students not participating in
the brief journal-based gratitude intervention.
Hypothesis 2: Students participating in a brief journal-based gratitude intervention will
demonstrate a significant improvement in math performance as compared to students not
participating in a brief journal-based gratitude intervention.
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Hypothesis 3: Students participating in a brief journal-based gratitude intervention will
demonstrate a significant improvement in reading performance as compared to students
not participating in a brief journal-based gratitude intervention.
Hypothesis 4: Students participating in a brief journal-based gratitude intervention will
experience significant benefits to their mental health, as compared to students not
participating in a brief journal-based gratitude intervention.
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Chapter 4
Methods
Participants & Sampling Method
Participants were 68 third-grade students drawn from classes at a private Modern
Orthodox Jewish elementary school in Lawrence, New York. The grade level chosen for
participation was designated by the school principal. The selected sample was comprised
of 39 males and 29 females. All students were Jewish and Caucasian and were between
the ages of eight and nine years at the time of the intervention. Participants came from
families of varying sizes with the total number of children ranging from one to five
(M=3.35, SD=0.94, Mdn=3). Participants from two classes (3A, 3B) were assigned to the
intervention group (n=36); participants from the other two classes (3C, 3D) were placed
on a “wait-list” alternative activity control group (n=32). Students from two classes (3A
and 3C) shared one teacher. Students from the other two classes (3B and 3D) also shared
a different teacher.
Inclusion and Exclusion Criteria
The only inclusion criterion was enrollment as a third grade student. All thirdgrade students in the school were invited to participate in the study, and parents were
provided with informed consent documents. The only exclusion criterion was parent
refusal of consent. Two parents declined to provide consent, and thus their children were
not included in the study. Parents of 68 third grade students provided informed consent
prior to the onset of data collection, and thus their children were included in the study.
All 68 participants provided assent prior to the onset of data collection.
Intervention
The intervention consisted of a twice-weekly written “counting blessings”
gratitude journaling activity, wherein students were asked to list at least three things for
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which they were grateful in a journal provided by the researcher. At the start of each
session, the researcher delivered a brief introduction to the activity, adapted from
Emmons and McCullough (2003), saying “There are many things in our lives, both large
and small, that we might feel grateful for. We might feel grateful for a person, a
possession, or an event that happened to us. Please take a few minutes to write down at
least three things that you are feeling grateful or thankful for today.” The researcher then
allowed 10 minutes for the students to list things or events for which they were grateful.
The intervention lasted for one month and was administered twice-weekly by the
researcher. The students were required to complete a journal entry during each session.
To ensure treatment integrity, the researcher circulated around the classroom as the
students wrote in their journals, confirming that each student was writing something. This
effort to ensure treatment integrity was unique to the present study. On occasion, a
student was reluctant to write, and would choose to draw three things for which they were
grateful. The students were given the opportunity to share what they had written with the
researcher or with the whole class if they wished. However, this was not mandatory, and
students were advised that their entries were private and would not be read by the
researcher or other school staff. At the end of each session, the researcher collected the
journals and stored them until the following session. When the intervention concluded,
the students were allowed to take their journals home with them. These elements as well
were original methodologies unique to the present study.
Students in the active control group participated in a brief written journaling
activity unrelated to gratitude twice weekly during the first month.2 The active control
At the end of one month, wait-list controls were transitioned into the brief gratitude-based journaling
activity and the control group journaling activity was discontinued.
2
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activities were administered by the researcher in a manner similar to that of the
intervention group and each lasted for 10 minutes. The researcher began with a brief
introduction, informing the students of the topic they would be asked to write about that
day. For instance, “Today we will be writing in our journals about what we did yesterday,
from when we woke up until we went to sleep.” Other topics included describing any
person, describing any place, and writing about what the student had done over the
weekend.
Unfortunately, after the start of the data collection period, the researcher was
informed that all third-grade students were participating in a separate verbal gratitude
activity initiated independently by classroom teachers, but not stated in the regular school
curriculum. This activity, which involved students verbally sharing something they were
grateful for, was administered most days of the week by classroom teachers immediately
prior to daily prayer services. Two to three students would generally volunteer to share
something for which they were grateful, in an activity with a duration for two to three
minutes (C. Garfinkel, personal communication, 2019).
Data Collection Methods
Gratitude and mental health were assessed for all participants at baseline (T1) and
one month later at the conclusion of the intervention period (T2). The assessments were
administered in the classrooms during class time under the supervision of the researcher,
with classroom teachers present. Assessments of academic performance (reading, math)
were administered in a similar timeframe. The reading assessment scores were based on a
single reading assessment administered once pre-intervention and once post-intervention.
Since math assessments were given more frequently, the pre-intervention and postintervention math assessment scores used for this study were each calculated as an
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average of two math assessments given before and two math assessments given after the
intervention.
Assessment Instruments
To assess gratitude, both the experimental and control groups were administered a
modified version of The Gratitude Questionnaire (GQ-6) Instrument (McCullough, 2013;
see Appendix A). The GQ-6 is a six-item measure of gratitude using a 7-point Likert
scale ranging from one (strongly disagree) to seven (strongly agree). GQ-6 scores have
demonstrated good internal consistency among both adults and children, as well as a
robust one-factor solution in both adult and youth samples (McCullough et al., 2002;
Froh et al., 2011). In order to account for the younger age of the sample, the measure was
adapted so as to omit some items deemed to contain advanced vocabulary.3 The final
assessment instrument contained three items (see Appendix A).
To assess mental health, both the experimental and control groups were
administered a mental health assessment containing select items from measures of the
American Psychiatric Association (2018). Items were taken from the PROMIS Emotional
Distress – Depression – Pediatric Item Bank and the PROMIS Emotional Distress –
Anxiety – Pediatric Item Bank. Items were selected according to their appropriateness for
third grade students. The final assessment instrument contained six items focused on
identifying symptoms of depression and anxiety (see Appendix B).

3
The original intent of the researcher was to administer the intervention to four fifth grade classes;
however, in the last two weeks prior to the start of the study, the school principal made the decision to
allow third graders to participate in the study, rather than fifth graders, as she believed that the third grade
teachers would be more forthcoming in terms of cooperation.
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Students completed all assessment measures manually, using paper and pencil, with the
researcher as well as the teacher present in the classroom. The researcher read all items of
the assessment instruments aloud to the students as they worked through the items.
Students who had questions regarding the items were allowed to ask the researcher for
help once all of the items had been read aloud to the class. Students were given up to 30
minutes to complete all assessment measures, although most students finished well before
the allotted time was up.
Missing Data
For the variables Gratitude and Mental Health, missing data due to omitted or
incomplete responses on the measures led to a decrease in sample size and therefore
differing degrees of freedom. For the variable Gratitude, data from 9 participants were
removed. For the variable Mental Health, data from 11 participants were removed. There
was no missing data for the variables Math and Reading. Overall, missing data ranged
from 13.24% to 16.18%. A Missing Values Analysis indicated that Little’s (1988)
Missing Completely at Random (MCAR) test was not significant, X² = 8.551, DF = 13, p
= .806. When significant, this test suggests that the hypothesis that the data are MCAR
can be rejected. Therefore, there was no evidence to suggest that the data were not
MCAR.
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Chapter 5
Results
Data Analysis Procedures
An analysis of variance was conducted to determine whether there were significant
differences between the four classes at baseline for all variables. Specifically, a one way
analysis of variance compared differences between the groups on number of children in the
family, as well as the four measures at pretest, namely, gratitude, mental health, math, and
reading. There were no significant differences between the experimental group and control
group at baseline for any of the variables (see Table 1 below). Specifically, the two groups
did not differ significantly on number of children in the family, F(3,64) = 0.883, p=0.455,
gratitude, F(3,62) = 1.155, p=0.334, mental health, F(3,61) = 1.281, p=0.289, math,
F(3,64) = 1.194, p=0.319, or reading F(3,64) = 2.678, p=0.054.
Table 1
Analyses of Variance in Number of Children in Family, Gratitude, Mental Health, Math,
Reading

# of Children in Family

Between
Groups
Within
Groups
Total
Gratitude-T1 (max. score=21) Between
Groups
Within
Groups
Total

Sum of
Squares
df
2.366 3

Mean
Square
.789

57.163 64

.893

59.529 67
52.841 3
945.598 62
998.439 65

F Sig.
.883 .455

17.614 1.155 .334
15.252
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Mental Health-T1 (max.
score=30)

Average Math Score PreIntervention

Reading Pre-Intervention

Between
Groups
Within
Groups
Total
Between
Groups
Within
Groups
Total
Between
Groups
Within
Groups
Total

173.654

3

2757.361 61

57.885 1.281 .289
45.203

2931.015 64
386.718 3

128.906 1.194 .319

6907.352 64

107.927

7294.070 67
30.971 3
246.720 64

10.324 2.678 .054
3.855

277.691 67

To test for any differences between the groups on gender, a Chi-Square Test of
Independence was conducted. No association was found between gender and group, X² (3,
N = 68) = 0.715, p=0.87.
Pre-Post Intervention Differences
Within and between group analyses were performed to examine changes in
outcome variables pre/post intervention. Specifically, Mixed Factorial Analyses of
Variance (ANOVA) were conducted in order to compare changes over time as well as
compare the two groups to one another at post-test for each variable. The assumption of
homogeneity of variance was met for all variables (number of children in family,
gratitude, mental health, math, and reading).
Gratitude
There was no statistically significant change in gratitude over time within either
of the groups, F=.010, p=.920. There was also no statistically significant change in
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gratitude over time between the intervention and control groups, F=.005, p=.946. The
interaction effect (Time x Condition) was non-significant as well, F=.269, p=.606 (see
Table 2). It is possible that no significant change in gratitude scores was detected due to
the fact that participants’ gratitude scores were already in the average to high range.
Table 2
Within and Between Subject Changes in Gratitude

Gratitude-T1 (max.
score=21)
Gratitude-T2 (max.
score=21)

Treatment
Condition
Treatment
Control
Total
Treatment
Control
Total

Mean
16.30
16.46
16.37
16.48
16.19
16.36

SD
3.584
3.962
3.723
4.893
3.805
4.413

N
33
26
59
33
26
59

Note. Data from 9 participants were removed due to omitted or incomplete responses on
the measure.

Mental Health
There was no statistically significant change in mental health over time within
either of the groups, F=.006, p=.938. There was also no statistically significant change in
mental health over time between the intervention and control groups, F=.259, p=.613.
However, the interaction effect (Time x Condition) was significant, F=5.825, p=.019,
indicating an increase in mental health scores (worsening mental health status) in the
experimental group and a decrease in mental health scores (improving mental health
status) in the control group (see Table 3). These results, which are contrary to the
hypothesis, warrant further attention and discussion.
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Table 3
Within and Between Subject Changes in Mental Health

Mental Health-T1 (max.
score=30)
Mental Health-T2 (max.
score=30)

Treatment
Condition
Treatment
Control
Total
Treatment
Control
Total

Mean
12.35
13.15
12.72
14.16
11.46
12.93

SD
7.069
6.892
6.938
8.699
7.179
8.086

N
31
26
57
31
26
57

Note. Data from 11 participants were removed due to omitted or incomplete responses on
the measure. Higher scores indicate worse mental health.

Math
There was a statistically significant change in math scores over time within both
groups, F=9.218, p<.05. However, there was no statistically significant difference in
math scores over time between the intervention and control groups, F=2.941, p=.091.
Both groups improved in math performance to a similar degree. The interaction effect
(Time x Condition) was non-significant, F=.189, p=.665 (see Table 4).
Table 4
Within and Between Subject Changes in Math

Treatment
Condition
Average Math Score Pre- Treatment
Intervention
Control
Total
Average Math Score
Treatment
Post-Intervention
Control
Total

Mean
90.014
85.844
88.051
92.847
89.625
91.331

SD
7.6350
12.6481
10.4339
7.9622
11.1051
9.6334

N
36
32
68
36
32
68
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Reading
There was a statistically significant change in reading scores over time within
both groups, F=134.640, p<.05. However, there was no statistically significant difference
in reading scores over time between the intervention and control groups, F=.373, p=.544.
Both groups improved in reading performance to a similar degree. The interaction effect
(Time x Condition) was significant, F=6.537, p=.013, indicating a greater increase in
reading performance in the control group than in the experimental group (see Table 5).
These results, which are contrary to the hypothesis, warrant further attention and
discussion.
Table 5
Within and Between Subject Changes in Reading
Treatment
Condition
Reading Pre-Intervention Treatment
Control
Total
Reading PostTreatment
Intervention
Control
Total

Mean
5.22
5.34
5.28
5.86
6.34
6.09

SD
2.072
2.026
2.036
2.219
1.877
2.064

N
36
32
68
36
32
68
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Chapter 6
Discussion
Contrary to the initial hypothesis, there was no significant within group change in
gratitude following a brief gratitude journaling intervention. Between group differences
in change in gratitude pre/post intervention also did not rise to the level of significance.
One plausible explanation for the lack of significant findings may be the brief length of
time (one month) participants were exposed to the intervention. One could speculate that
perhaps, if the intervention had lasted for a longer period of time, the intervention may
have proven more successful in improving gratitude. Additionally, the relatively small
sample size in the present study may have impacted the results. It is possible that with a
larger sample size the findings would have proved significant. Another possible
explanation is the young age of study participants. As mentioned previously, the original
study was designed for fifth grade students. However, at the time the study was scheduled
to begin, the principal made the decision to permit only the third-grade classes to
participate. This created several challenges. First, three of the items on the GQ-6
contained language or concepts that, in the view of this researcher, extended beyond the
social-emotional and cognitive development of children of that age and, as a result, only
three of the original six questions could be used. Second, as discussed in the literature
(Kohlberg, 1958; Layous & Lyubomirsky, 2014; Piaget, 1954), younger children have a
less complex understanding of gratitude and morality than older children, as well as a less
developed theory of mind. In the present study, despite the researcher’s efforts to ensure
treatment integrity, it is possible that students in the experimental group wrote entries in
their journals that were unrelated to gratitude. Anecdotally, however, the researcher notes
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that often, students were eager to share what they had written and their entries were in
fact things for which they were grateful. Several similar studies that yielded significant
results (Froh et al., 2008; Froh et al., 2014; McCullough et al., 2002; Shoshani &
Steinmetz, 2014; Zhen et al., 2019) utilized longer interventions, larger sample sizes
and/or older children than in the present study. Perhaps these variables impacted the
results in the present study and can explain the lack of significant changes in gratitude.
Moreover, perhaps including booster sessions would have led to significant findings,
since booster sessions might be required in order to attain long term sustainable benefits
(Davis et al., 2016).
In addition, the researcher was informed after the start of the data collection
period that all third-grade students were participating in a separate brief (2-3 minute)
verbal gratitude activity initiated independently by the classroom teachers. This activity,
which involved two or three students verbally sharing something they were grateful for,
was administered most days of the week immediately prior to daily prayer services (C.
Garfinkel, personal communication, 2019). This activity was not stated in the school
curriculum, nor mentioned by the principal or teachers prior to the start of the
intervention. This represents an important possible confounding variable. It can be
speculated that the supplemental verbal gratitude activity impacted the results, essentially
turning the control group into a “reduced dose” gratitude intervention group. That is, both
the control group and the experimental group were exposed to a gratitude intervention;
with the difference being that the experimental group received both the verbal
intervention and the written intervention, while the control group only received the verbal
intervention.

48
It is possible that for the intervention group, a twice-weekly written intervention
in addition to the verbal intervention implemented by the classroom teachers was simply
too much and therefore backfired. Support for this comes from Sheldon & Lyubomirsky
(2006), who found that gratitude activities may be more demanding and less enjoyable
for participants than other interventions, such as visualizing their future. Additionally,
Lyubomirsky et al. (2005) found that students who counted blessings once a week
experienced greater improvement in well-being than those who counted blessings three
times a week. In fact, those who counted blessings three times a week actually reported a
decrease in their well-being (as did those in the no-intervention control group), possibly
because counting blessings less frequently may make for a more meaningful and
sustainable activity. Perhaps individuals become numb to the novelty and benefits of
counting blessings if it is done on a more frequent basis (Lyubomirsky et al., 2005). This
might explain the puzzling decrease in mental status of the experimental group and
increase in the control group. Perhaps the intervention group experienced an “overdose”
of gratitude interventions and thus the results backfired for them. For the control group, it
is possible that the Hawthorne effect led to positive outcomes in terms of their mental
health.
In terms of the academic outcomes, both the control and experimental groups
improved to a similar degree in math, while the control group experienced greater
improvements in reading than the experimental group. While it is expected that math and
reading skills would improve over the course of the academic year, the findings may be
attributable to the brevity of the intervention. Gratitude in children has been linked to
academic engagement (Zhen et al., 2019). However, there may have been a multitude of
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other factors impacting the students’ grades that were not measured in this study. If the
intervention had been longer, perhaps different results would have been observed.
There exist a multitude of potentially confounding factors that can impact the
mental health of children that were not measured in the present study and may have
impacted the results. For instance, low self-efficacy, worse family climate, less social
competence, and more severe parental mental health problems are associated with an
increased risk of mental health disorders in children (Cobham et al., 2016; Pfefferbaum et
al., 2014; Plass-Christl et al., 2018). These factors were not examined in the present study
and may represent confounding variables impacting the findings. Additionally,
socioeconomic status, which is shown to play a role in children’s mental health (CDC,
2020; Guzman et al., 2011; Wille et al., 2008), was not measured. Furthermore, child or
parent physical illness, family breakdown, large family size and overcrowding in the
home, early parenthood, experiences of violence or sexual molestation, premature birth,
and maternal smoking or drinking during pregnancy, which have all been identified as
risk factors for mental illness in children (Wille et al., 2008), were not examined. Stress
factors at school, such as unsupportive teacher-student relationships and poor school
climate, which have been shown to increase the risk of mental illness in children
(Schulte-Körne, 2016), were not examined. Moreover, protective factors for children’s
mental health, such as possessing higher levels of self-efficacy, self-concept, and
optimism, having positive and supportive parent-child relationships, authoritative
parenting styles, and good family climate/cohesion (Wille et al., 2008) were not assessed.
Positive teacher relationships, peer competence, and social support from friends, sports
clubs, and religious institutions such as churches and synagogues have been identified as
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protective factors as well (Wille et al., 2008). These too, were not measured in the present
study, and therefore we cannot know their impact on the results. The aforementioned
variables, which were outside the scope of this study, may have played a strong role in
the students’ outcomes, eclipsing benefits that otherwise might have occurred.
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Chapter 7
Limitations of the Study
This study was originally designed for a sample of fifth grade students attending a
Jewish Modern Orthodox elementary school. However, due to factors outside of the
researcher’s control, two weeks prior to the start of the study, the school principal
decided that only third grade students would be allowed to participate. As a result, the
original assessment instruments had to be modified and adapted so as to be
developmentally appropriate for children ages eight to nine years. Additionally, the
supplemental verbal gratitude activity conducted without the researcher’s knowledge in
both the experimental and control groups may have diluted the results of the present
study. Additionally, the gratitude intervention was brief in nature. Perhaps a longer
intervention, carried out over several months, would have led to significant results.
Furthermore, perhaps if the intervention had been more targeted toward the measured
variables, the findings would have proven significant. Additionally, including booster
sessions may have changed the outcome of the study. Lastly, perhaps with a larger
sample size, the results would have been significant.
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Chapter 8
Closing Thoughts & Future Directions
Implications for School Psychologists
If the brief gratitude journaling intervention had had a significant positive impact,
reducing symptoms of anxiety and depression in this sample of students attending a Jewish
Modern Orthodox elementary school, the potential implications for school psychologists
would have been considerable. Teachers in Jewish Modern Orthodox private schools
would have available to them an evidence-based, cost-effective school-based intervention,
aligned with religious values, and feasible to implement in a classroom setting. The lack
of significant findings points to a need for further study of gratitude interventions among
religious youth. While gratitude is recognized as a value closely aligned with Jewish
religious values, future research might examine whether religious individuals, or children
who attend religious schools, score higher on measures of gratitude. Furthermore, future
research might seek to determine whether religious Jews are more grateful than those of
other religions. Future studies might opt to implement longer interventions with booster
sessions, use larger sample sizes, as well as take into account the multitude of factors that
can impact the mental health of today’s children.
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Appendices
Appendix A
The Gratitude Questionnaire-Six Item Form (GQ-6)-Adapted
Using the scale below as a guide, write a number beside each statement to indicate how much
you agree with it.
1 = strongly disagree
2 = disagree
3 = slightly disagree
4 = neutral
5 = slightly agree
6 = agree
7 = strongly agree
____1. I have so much in life to be thankful for.
____2. If I had to list everything that I felt grateful for, it would be a very long list.
____3. When I look at the world, I don’t see much to be grateful for.*
*Item 3 is reverse-scored.

54
Appendix B
PROMIS Emotional Distress—Anxiety & Depression—Pediatric Item Bank-Adapted
The questions below ask about how often you have been bothered by a list of symptoms
during the past 7 days. Please respond to each item by marking ( or x) one box per row.
In the past SEVEN (7) DAYS.…
1. I felt worried.  1  2  3  4  5
2. I felt alone.  1  2  3  4  5
3. I felt sad.  1  2  3  4  5
4. I felt unhappy.  1  2  3  4  5
5. I thought that my life was bad.  1  2  3  4  5
6. I felt stressed.  1  2  3  4  5
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